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ing hemodialysis differed significantly between the groups (Table).
Conclusions: Endograft implantation in patients with descending
thoracic aneurysm after previous abdominal aortic surgery can be performed
without technical problems. In comparison to patients with conventional
repair, those with endograft implantation have a statistically significantly
lower risk of renal failure and shorter intubation time with less blood
transfusion. Although no statistical difference is present, the early outcome
of endovascular graft treatment appears to be better than that of conven-
tional surgical repair, also in respect to neurological complications and
mortality. Statistical analysis of results in endovascular group and surgical
group.
Variables
Endovascular
group (n29)
Surgical
group
(n20) P value
Age (meanSD) 716.4 696.4 n.s.
Sex(male/female) 24/5 16/4 n.s.
Creatinine (mg/dl) 1.571.4 1.420.5 n.s.
Preop.(meanSD)Postop.
(meanSD)
1.921.7 2.31.2 0.04
Postop. dialyses (n) 1 (3.4%) 6 (30%) 0.02
Neurological complications (n) 2 (6.8%) 3 (15%) n.s.
Intubation time (hours)
(median) (range)
6 (3-720) 60 (24-1560) 0.001
Blood transfusion (ml)
(meanSD)
(249456) (21261809) 0.01
Secondary thoracotomy (n) 1 (3.4%) 3 (15%) n.s.
30-day mortality (n) 2 (6.8%) 3 (15%) n.s.
Author Disclosures: S. Buz,None;B. Zipfel,None;B. Tutkun,None;R.
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Pulmonary Artery Catheter Directed Rapid Right Ventricular Pacing
to Facilitate Precise Deployment of Endografts in the Thoracic Aorta:
A Novel Approach
CatalinHarbuzariu, Joseph J Ricotta, II, JuanN Pulido, Gustavo SOderich,
Thomas C Bower, Manju Kalra, Audra A Duncan, Peter Gloviczki. Mayo
Clinic, Rochester, MN
Objective: Controlled hypotension is critical for precise deployment of
endografts in the thoracic aorta and for safe balloon dilation after deploy-
ment. Rapid right ventricular pacing (RRVP) via a transfemoral venous
catheter has been reported previously as a technique to facilitate thoracic
endograft placement. We describe a novel approach to RRVP using a
pulmonary artery catheter (PAC) that is placed during the endograft proce-
dure for hemodynamic monitoring.
Methods:Clinical and radiological records of 12 patients (8 men and 4
women, mean age 80 years, range 75 - 89) who underwent endograft
placement in the thoracic aorta with PAC- directed RRVP were reviewed.
Endografts were placed to treat thoracic aneurysms (mean size 65 8 mm)
in 10 patients, and penetrating aortic ulcers in 2 patients. All endografts but
one were deployed in the proximal aorta (zones 1-3). Hemodynamic param-
eters, accuracy of deployment, complications related to RRVP and PAC
placement, presence of endoleaks and postoperative complications were
evaluated.
Results: PAC-directed RRVPwas performed during endograft deploy-
ment and post-deployment balloon dilation without technical difficulty or
delayed recovery in all patients. A median of two pacing episodes were
performed for each patient (range 1-4). The length of each pacing episode
was less than 15 seconds (mean 11 seconds, range 6-14). Mean pacing rate
was 165  15 beats per minute which achieved an average mean arterial
pressure of 42 8 mm Hg for a mean duration of 16 seconds. After pacing
cessation, the recovery time of mean arterial pressure from 428 mmHg to
pre-pacing levels was within 8 seconds in all patients. All endografts were
deployed with precise positioning at amean of 2.52mm from the intended
placement site. No complications related to RRVP or PAC placement
occurred. No type I endoleaks nor postoperative complications were ob-
served. There was no peri-operative mortality.
Conclusion: PAC-directed RRVP is a safe and effective method of
inducing hypotension, enabling precise thoracic endograft deployment and
safe balloon dilation after deployment. It avoids the use of femoral venous
access and its associated potential complications, and obviates the need to
involve a cardiologist, simplifying the procedure and utilizing resources
readily available to the vascular surgeon.Author Disclosures: C. Harbuzariu, None; J.J. Ricotta, None; J.N.
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Repair of Thoracoabdominal Aneurysms: Improvement with Adjuncts
but Still High Risk
BijanModarai, Christopher Young, Rachel Bell, Hany Zayed, CarineWood,
Peter Taylor. Guy’s & St Thomas’ NHS Foundation Trust, London, United
Kingdom
Objective: Open repair of descending thoracoabdominal aneurysms
(TAA) is associated with significant mortality and morbidity. We assessed the
impact of surgical adjuncts on outcomes for patients undergoing open TAA
repair.
Methods: Retrospective analysis of a prospectively maintained data-
base was performed to assess the impact of adjunctive techniques on out-
comes for patients undergoing elective TAA repair (Crawford type I-IV)
between January 1992 and January 2008. Patients were divided into two
groups based on the period of operation: group A (1992-2000) and group
B (2000-2008). Surgical adjuncts were introduced for patients in group B
(CSF drainage for all; distal aortic perfusion and selective visceral perfusion
for type I, II and III aneurysms only; a cell saver for type IV).
Results: A consecutive series of 109 patients with a median age of 69
years (range 21-89) were analysed. The mean operating time for group A
(n31) was 195 minutes (range 140-480) compared with 200 minutes
(range 90-300) in group B (n78). Median blood loss for group A was
3682 ml (range 2495-10000) compared with 3000 ml (range 400-17000)
for group B. The combined mortality rate was 32.2% in group A (type I-III,
25.0%; type IV, 37.4%) compared with 14.1% in group B (type I-III, 17.1%;
type IV, 10.8%;p0.03).The overall complication rate in group Awas 61.3%
(type I-III, 50.0%; type IV, 68.8%) compared with 37.1% in group B (type
I-III, 48.8%; type IV, 21.6%; p0.02). The overall paraplegia rate was 12.9%
in group A (type I-III, 18.8%; type IV, 6.3%) compared with 7.7% in group
B type I-III, 14.6%; type IV, 0%).
Conclusions: Series from individual specialist centres report excellent
outcomes after TAA repair but this is in contrast with multi-centre data. The
introduction of adjunctive techniques in our series has resulted in a reduc-
tion inmortality and complication rates but they remain high.Monitoring of
spinal cord function may reduce the rate of paraplegia.
Author Disclosures: B. Modarai, None; C. Young, None; R. Bell, None;
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pair for Stanford Type B Aortic Dissection——Consideration and
Prevention From the Perspective of Stress-related Injury
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Yan3, Shi Xiong Xu4, Da Qiao Guo1, Xin Xu1, Bin Chen1, Jun Hao Jiang1,
Jue Yang1, Zhen Yu Shi1, Ting Zhu1, Yun Shi1, Jian Jun Luo3. 1Department
of Vascular Surgery,Zhongshan Hospital, Fudan University, Shanghai, Chi-
na; 2Department of Cardiovascular Surgery, Zhongshan Hospital, Fudan
University, Shanghai, China; 3Department of Interventional Radiology,
Zhongshan Hospital, Fudan University, Shanghai, China; 4Department of
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Objective: To discuss the causation and prevention of the stent-graft-
induced new entry (SINE) following endovascular aortic repair (EVAR) for
type B dissection.
Methods: SINE was defined as the new tear caused by the stent-graft
itself, excluding those created by the injury from any inappropriate endovas-
cular manipulation. Twenty one paitents with SINE were retrospectively
collected and analysed out of 650 cases undergoing EVAR for type B
dissection from August 2000 to June 2008 in our center.
Results: Totally, there were 22 SINEs found in 21cases. SINE oc-
curred at the proximal end of the endograft in 15 cases, at the distal in 5, and
at both in 1. Its incidence was 3.2% and onset time varied from post-
operative 2 hours to 60 months (mean 915 months). All 16 proximal
SINEs lead to retrograde type A dissection. Two distal SINEs caused
enlarging aneurysm and 4 remained stable. Devices used and management
are shown in the Table. Devices Used and Management of SINEs SINE
indicates the stent-graft-induced new entry. Six patients died and the mor-
tality reached 29%. All 21 cases had the endograft placed across the distal
aortic arch. Thirteen proximal SINEs were evidenced at the greater curve of
the arch, and all distal SINEs at the dissection flap.
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dissection, associating with a remarkable mortality. The stress yielded by the
endograft seems to play an important role in its occurrence. It is noteworthy
to take such stress-induced injury into account during device design and
placement.
Author Disclosures: Z.H. Dong, None; W.G. Fu, None; Y.Q. Wang,
None; C.S. Wang, None; Z.P. Yan, None; S.X. Xu, None; D.Q. Guo,
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Venous Disease
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Defining Gender and Racial Differences for Venous Disease: Implica-
tions for the Differences Discovered
Robert B McLafferty1, Marc A. Passman2, Mark H. Meissner3, Joseph A.
Caprini4, Thomas W. Wakefield5, Mark D. Iafrati6, Thom W. Rooke7,
Joanne M. Lohr8. 1Southern Illinois Univeristy, Springfield, IL; 2University
of Alabama, Birmingham, AL; 3University of Washington, Seattle, WA;
4Northwestern University, Evanston, IL; 5University of Michigan, Ann
Arbor, MI; 6Tufts University, Boston, MA; 7Mayo Clinic, Rochester, MN;
8Lohr Surgical Specialists, Cincinatti, OH
Objective: To determine gender and racial differences for participants
in the National Venous Screening Program (NVSP).
Methods: The NVSP (administered by the American Venous Forum)
consists of demographics; thromboembolic (VTE) risk assessment; venous
quality-of-life questionnaire (CIVIQ2); duplex exam for reflux and obstruc-
tion; inspection of legs with CEAP classification. In 2008, the venous clinical
severity score (VCSS) was added.
Results: Since 2005, the NVSP has screened 4016 Americans (Female:
77%). Race included Caucasian - 84%; African-American - 5.5% (AAs);
Hispanic - 3.1%; Asian - 3.1%; Native American - 1.3%; Other - 3%. VTE risk
scores were significantly higher in females compared to males (Mean point
score: 2.1 vs. 1.8, p0.0001) and similar between Caucasians and AAs (2.1
vs. 2.0, p0.35). Quality of life was significantly worse in females compare
to males (CIVIQ2 total score: 25 vs. 22, p0.0001) and for AAs compared
to Caucasians (26 vs. 23, p0.005). No significant difference was noted for
reflux (at least one positive segment) between males and females (42% vs.
40%, p0.22). Males had significantly more obstruction (at least one
positive segment) than females (5.4% vs. 3.1%, p0.0009). There were no
significant differences for reflux or obstruction between Caucasians and AAs
(41% vs. 37%, p0.28 // 3% vs. 3.2%, p0.84). While there was no
difference in overall severity for CEAP classification between males and
females (p0.4, Wilcoxan rank-sum), Caucasians had significantly higher
severity compared to AAs (p0.0003). VCSS scores were similar between
males and females (Mean: 3.8 vs. 3.7, p0.58). VCSS scores trended higherin Caucasians compared to AAs (3.8 vs. 3.2, p0.08). More in depth
analyses are provided for presentation with respect to gender and other races
screened.
Conclusions: The implications in gender and racial differences for
venous disease are far reaching. For example, Caucasians had evidence of
more severe chronic venous disease than AAs despite AAs demonstrating a
worse venous-specific quality of life. This “inconsistency”, as well as others,
emphasizes the importance of inherent gender and racial differences and the
avoidance of assumptions. Furthermore, these results will assist in the design
of better instruments for measurement that are gender and race specific.
Author Disclosures: R.B. McLafferty, None; M.A. Passman, None;
M.H. Meissner,None; J.A. Caprini,None;T.W. Wakefield,None;M.D.
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Increasing Awareness of Venous Disease Among Health Care Provid-
ers: Expansion of the American Venous Forum, National Venous
Screening Program
Marc A Passman, on behalf of the Executive Council of the AmericanVenous
Forum, and the National Venous Screening Program Committee of the
American Venous Forum. University of Alabama at Birmingham, Birming-
ham, AL
Objective: To evaluate the impact of performing venous disease
screening directly on health care providers (HCPs) in an educational effort
to increase awareness about venous disease.
Methods:TheNational Venous Screening Program (NVSP) as admin-
istered by the American Venous Forum for community-based screening, was
performed on HCPs attending primary care regional conferences (Pri-
Med®: Boston, MA 10/2007; Phoenix, AZ 5/2008; Dallas, TX 9/2008;
New York, NY 10/2008; Boston, MA 11/2008; and Baltimore, MD
12/2008). The NVSP screening instrument includes demographic data,
venous thromboembolism (VTE) risk assessment, venous quality-of-life,
clinical inspection, and venous ultrasound for reflux and obstruction. Exit
interviews were conducted with vascular surgeons to review participant
venous screening results and discuss educational venous disease resources
available to assist in patient care. A post-screening survey was conducted on
HCPs to assess impact of NVSP interaction on venous disease awareness.
Results:A total of 1204HCPs underwent venous screening (MD33%;
NP 38%; RN 12%; PA 10%; DO 2%; Other 5%). VTE risk assessment showed
that if placed in an increased risk situation for VTE, 24% of participants
would be in a low risk category, 30% moderate risk, 29% high risk, and 17%
very high risk. CEAP clinical classification for 2408 limbs was C0: 41%, C1:
27%, C2: 25%, C3: 4%, C4: 1.8%, C5: 0.2%, C6: 0%, respectively. Based on
venous ultrasound, reflux was noted in 39.1% and obstruction in 3.7% of
limbs. Post-screening survey data (N547) showed most participants (89%)
found educational value in the screening process. HCPs were interested in
learning more about VTE risk assessment 54%, compression 42%, venous
procedures 34%, VTE treatment 32%, web-based venous educational re-
sources 32%, venous ultrasound 31%, community-based venous screening
22%, venous ulcer care 20%, and vascular specialist referral 18%.
Conclusion: Venous screening performed directly on health care pro-
viders increases awareness about venous disease through participation in the
screening process and educational interaction with vascular surgeons, which
may translate to improved identification of venous disease in participant’s
health care practice settings.
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Three-Dimensional Computed Tomography Venography; a Powerful
Navigator for Varicose Vein Surgery
Seung-Kee Min, Sang I Min, Seong Y Kim, Yang J Park, In M Jung,
Taeseung Lee, Jongwon Ha, Jung K Chung, Sang J Kim. Seoul National
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Objective: CT venography(CTV) with 3-dimensional reconstruction
can provide complementary road maps for varicose vein (VV) surgery. The
purpose of this study is to verify the role of CTV in the treatment of VV in
terms of advantages and complication.
Methods: Ninety four consecutive patients with VVs were performed
conventional high ligation, stripping and varicosectomy by a single vascular
surgeon in 2007. All patients were evaluated with duplex ultrasound and CT
venography. Patients with renal dysfunction, allergy to radiocontrast, telan-
giectasia only or treated by EVLT were excluded from the study. CT
examination was performed with a 16-MDCT scanner(Siemens) and 3D
images were reconstructed by a PC-based software (Rapidia, Infinitt).
Medical records and the CT exam were reviewed retrospectively.
